Female infant, aged 8 months, brought to the Princess Louise Hospital for Children, June 8, 1929, on account of a hard abdominal tumour discovered four months previously. Her mother had noticed swelling of the child's abdomen five months before. In spite of taking her feeds well the baby had been losing weight for six months. Nothing of note in history; pregnancy had been uneventful; parents healthy; four other childretn, all quite well.
On examination: pale and wasted infant. Some small lymphatic nodes palpable in neck, axilla and groins. The abdomen was greatly distended, dilated veins being visible in a tense abdominal wall. The liver was much enlarged and could be bimanually palpated as a mass extending down into the right side of the abdomen -with its lower border in the right inguinal region.
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At autopsy the liver was found to be enormously enlarged. No secondary deposits were found, and, apart from the hepatic growth and some ascites, there was no abnormality. The kidneys, suprarenals and bones were examined without result. The left lobe of the liver appeared to be free from growth. Histological Report (by Dr. E. if. CREED).-The section shows a primary carcinoma of the liver of liver-cell origin. The tumour consists of large rounded masses of cells, separated from neighbouring masses by coarse trabecuhEe of dense fibrous tissue. In the trabecuhae there are many pseudo-bile canaliculi, and in one area in the section, apparently just beneath the liver capsule there is extensive deposition of fiborous tissue, embedded in which are very large numbers of. canaliculi with some. htem'orrhage. The cells present in the tumour are clearly all derived from the polygonal cells of the liver, but show a very varying degree of departure from the normal. In parts the resemblance to the normal structure is close, the nuclei are pale-staining and vesicular, and there is imuch granular cytoplasm, in some places with fat vacuoles. In other places the cells are smaller, with very little cytoplasm, and with densely staining nuclei showing many mitotic figures. The cells are mostly in large solid masses, but there is a tendency in places to arrangement in columns. There is some hiemorrhage and some blood-pigment iS present. 'There is mnuch necrosis with cyst formation.
This case is of interest, not only on account of its rarity, but also because the association of primary carcinoma and hepatic cirrhosis, limited to one lobe of the liver, raises an important pathological question.
Primary carcinoma of the liver usually occurs between the ages of 40 and 60; of these cases it is stated that over 80% have cirrhosis. Further it is usually held that cirrhosis is the underlying condition. Regeneration is believed to overstep the mark and to take on a neoplastic character. There are three possible explanations for the association of primary hepatic car'cinoma and cirrhosis of the liver: (1) The cirrhosis may be the underlying condition and the growth result from it. (2) The growth may be primary and the cirrhosis a reaction to its presence in the liver. (3) Both the growth and the cirrhosis may result simultaneously as two types of pathological response to some unknown tissue irritant.
Limitation of both the growth and the cirrhosis to one lobe in the case under discussion makes one or other of the two latter explanations more acceptable.
Dr. PARKES WEBER said that in most adult cases in which primary carcinoma was present in livers which were cirrhotic, the cirrhosis was supposed to have preceded the carcinoma. The present case might be an analogous case in which only half the liver was cirrhotic. In extremely rare cases atrophy or cirrhosis had been found to be almost limited to the right or the left lobe. History of Present Illness.-For three years mother has noted that child becomes cyanosed at times. For two years has suffered from pains from time to time in joints. Has been fidgety and on one occasion was unable to walk on account of pain. Has always been subject to slight coughs and to frequent sore throats. For the past year the appetite has been poor, and she has complained of abdominal pain and, for the past two months, of attacks of pain in the chest accompanied by blueness; these, however, have been becoming fewer.
Congenital Pulmonary and
On Examination (February 4, 1930) .-Face shows a high colour over the cheeks but there is no obvious cyanosis; there is no clubbing of the fingers; temperature normal; pulse-rate 90. Heart: Apex beat in fifth space 3 in. external to nipple line; cardiac dullness does not extend to right of sternum. In the pulmonary area a systolic thrill is felt and a systolic murmur is heard, conducted upwards and outwards. The pulmonary second sound is much accentuated. At the apex there is a presystolic and systolic murmur and the first sound is sharp and loud. Lungs: Some rhonchi; no other abnormalities. Abdomen: Liver edge palpable just below costal margin. Tonsils rather enlarged. February 6. 1930.-Orthodiagram shows heart enlarged to left and right. Left auricle enlarged. Pulmonary artery much increased in size. Electrocardiogram shows right ventricular preponderance and a large P wave, otherwise nothing significant. Skiagram confirms the orthodiagram, showing the heart enlarged both to right and left.
February 20, 1930.-Child seems quite fit. Physical signs of cardiovascular system as before. No other physical signs.
Dr. SCHLESINGER said that possibly the condition in this case was not a congenital malformation, but was due to severe rheumatic carditis, Recently there had been attacks of pain in the chest and abdomen, which might have been caused by a smouldering pericarditis.
An adherent pericardium was difficult to diagnose, but, for what it was worth, a diastolic shock could be felt at the apex in this child.
